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Purpose: To assess factors associated with perceptions of
prostate cancer screening among African-American men
aged a55 years based upon items developed using the Pre-
ventive Health model (PHM).

Research Approach: Focus group research and thematic
coding using content analysis.
Setting: A large midwestern, private, nonprofit health system.
Participants: African-American men aged 255 years. Focus
group 1 included 10 men who ranged in age from 55-87
years, with a mean age of 73.4 years. The 11 participants in
focus group 2 ranged in age from 55-81 years, with a mean
age of 68.7 years.

Methodological Approach: Focus group questions were
developed based on the conceptual framework of the
PHM. African-American men aged 255 years were randomly
selected from the patient population of the healthcare sys-
tem to participate in one of two focus groups. Content
analysis was used to code the focus group transcripts.
Main Research Variables: Self-reported perceptions of
prostate cancer screening.

Findings: Major themes emerging from the focus groups
related to prostate cancer screening include: lack of knowl-
edge regarding cancer, fear of cancer, confusion between
prostate cancer screening and prostate cancer diagnostic
tests, encouragement by others as motivation for cancer
screening, intergenerational transfer of health information,
lack of health insurance coverage as a barrier to prostate
cancer screening and treatment, and limited availability of
screening clinic hours during nonworking hours.

Interpretation: The information gained from this study could
be used to develop interventions promoting informed and
shared decision-making by patients and their providers
regarding prostate cancer screening.
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INTRODUCTION
Prostate cancer affects African-American men in

disproportionate numbers relative to their Caucasian
counterparts. For example, African-American men have
the highest incidence and mortality rates of prostate
cancer of any other racial or ethnic group, and this dis-
parity continues to increase.'-9 Prostate cancer rates are
30% higher among African-American men aged .65,
compared with Caucasian men in the same age group.0')

Despite differences of opinion about the need for
routine prostate cancer screening in reducing prostate
cancer mortality, it occurs on a widespread basis in
clinical practice.1'-4 Understanding factors related to
perceptions of prostate cancer screening among
African-American men is critical in order to develop
culturally appropriate interventions designed to
enhance their informed decision-making about
prostate cancer screening based on knowledge of risks
and probable benefits of different treatment options.5-'8

METHODS
Focus groups were chosen as a mode of data col-

lection because they can be a rich source of informa-
tion. In a focus group, data are collected from a
homogeneous group of individuals using a predeter-
mined, structured sequence of questions in a focused
discussion.9 Focus groups allow for an in-depth
exploration of the knowledge, attitudes and beliefs
of specific cultural groups.20-24
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Focus Group Sampling Frame
Institutional review board (IRB) approval was

obtained to identify and select the focus group sample
and to conduct the focus groups. The methods used to
identify and select the study samples for focus group
1 and focus group 2 are shown in Figure 1. The Henry

Ford Health System (HFHS) Corporate Data Store,
an administrative database, was used to randomly
select potential participants who met each of the fol-
lowing eligibility criteria: 1) African-American, 2)
male, 3) aged >55 years, and 4) made at least one visit
to HFHS in the first six months of 1998. This age

Figure 1. Focus group methods

Developed moderator's
guide

Identified sample

Based on random selection
interviewers called sample to

determine eligible* and
.. ~~~interested participants..

Not eligible and/or not interested Eligible and interested

Focus Group: 1 Focus Group: 2
Verbally thanked Mean age=73.4 years Mean age=68.7years

and were Age range=55-87years Age range=55-81 years
informed that

no further contact (n=10) (n-ll)
would be made

Received letter
confirming focus group
date, time and location

Received reminder call
the night before their
scheduled focus group

Focus Group Sessions
Obtained written consent

Videotaped and audiotaped each focus group session
Completed form for receipt of honorarium

* Confirmed age, ethnicity and gender
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group was chosen because it reflects the ages at which
prostate cancer is typically diagnosed. A total of
10,689 patients meeting these criteria were identified.

Focus Group Sample Selection
Random sample selection of focus group partici-

pants within the selected age range was deemed
appropriate for the following reasons. First, the
focus groups were designed to ascertain factors
associated with perceptions of prostate cancer
screening among African-American men. Second,
the focus group results will be used to develop a sur-
vey that will be administered to a random sample of
African-American men aged 255 years. Therefore,
the sample selection of the focus group participants
parallels the sample selection process that will be
used in the survey administration. Potential focus
group participants were not excluded based on prior
cancer history.

For each of the two focus groups, men were ran-
domly selected from a list ofpotential participants to
be called by telephone and invited to participate in a
focus group. A short eligibility screener to verify the
age, race and gender of the potential participants
was conducted during the invitational call. In addi-
tion, the $25 honorarium was described. Recruit-
ment continued until 15 eligible and interested men
were identified for each focus group. Fifteen men
were enrolled in each focus group under the assump-
tion that some enrolled men would not actually
attend the focus groups.25 The enrolled men were
then mailed a written confirmation of their focus
group date, time and location. Transportation to the
focus groups was not provided. The men received a
reminder call the night before their scheduled focus
group session. Kohler et al.'9 suggest including 8-10
participants in focus groups.

Focus groups 1 and 2 took place at an HFHS
research office located in the geographic center of
Detroit, MI. The moderator, assistant and recorder at
each focus group were African-American and <40
years of age. At the beginning of each focus group,
each participant signed an IRB-approved consent
form to participate in the study. Each two-hour focus
group was both video- and audiotaped. In addition,
written notes were taken during each focus group as
a supplement to the mechanical recording devices.26
As each focus group began, the purpose of the focus
group was explained, and participants were encour-
aged to speak freely. Confidentiality ground rules
were described. Each focus group began with an ice-
breaker, after which the focus group questions were
asked. At the end of each focus group, each partici-
pant signed a receipt after being given a $25 cash
honorarium. Participants were then given copies of
their signed receipts.

Conceptual Framework of the
Focus Group Questions

Focus group questions were based on the Preven-
tive Health model (PHM) (Figure 2). The PHM pro-
vides a framework for understanding perceptions of
prostate cancer screening held by African-American
men and their behavioral intention to receive
prostate cancer screening. Surveys based on the
PHM have been used in previous studies to identify
predictive factors for prostate cancer screening
among African-American men.427

In the PHM,4 four sets of factors are posited to be
related to behavioral intention and health behavior.
These are: 1) background items, 2) a cognitive/psy-
chological factor, 3) a social support and influence
factor, and 4) a programmatic/systemic factor.4 The
factors in the PHM are based on theories found in
classic psychosocial models such as the Health Belief
model,2830 the Theory of Reasoned Action,3'33 Social
Cognitive Theory,34 and other relevant theories such as
perceived control and self-efficacy (or confidence
that one's actions can produce desired outcomes).

Background factor items in the PHM include
sociodemographic characteristics, such as age, race,
ethnicity, gender, medical history and past preven-
tive screening behavior.427 In the PHM, race and eth-
nicity are background items that can affect health
behavior directly or through the mediator of preven-
tive intentions.

The cognitive/psychological factor of the PHM
includes perceptions of cancer and cancer screening,
such as perceived susceptibility to disease, worry
about having a disease, interest in knowing diagnos-
tic status, belief in disease prevention and curability,
belief in salience and coherence of behavior, belief
in efficacy of detection and treatment, perceived
self-efficacy related to behavior, and concern about
behavior-related discomfort.4'27 For African-Ameri-
can men in particular, the research literature sup-
ports the applicability of cognitive/psychological
factors, such as perceived embarrassment and dis-
comfort to prostate cancer screening behavior.35'36

The social support and influence factor of the
PHM encompasses the support and influence of
family members and healthcare professionals relat-
ed to prostate cancer screening decision-making.427
Programmatic/systemic factors include characteris-
tics of healthcare delivery systems that facilitate (or
inhibit) preventive behavior.427

Focus Group Analysis
A content analysis approach21-2337-39 was used to

code the focus group transcripts. The transcripts were
independently coded by the investigators and were
checked for accuracy against notes taken during the
focus groups.24 The coding process provided a sys-
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tematic approach to identifying themes in the data.39
Statements identified from the data were open coded
and grouped into conceptual categories, themes or
axial codes by consensus among the investigators.

RESULTS
Focus group 1 included 10 men ranging in age

from 55-87 years, with a mean age of 73.4 years
(five enrolled men did not attend). The 11 men in
focus group 2 had an age range of 55-81 years, with
a mean age of 68.7 years (four enrolled men did not
attend). The age of the men in each focus group was
fairly evenly distributed by decade.

The focus group items that were included in the
present study were based on the conceptual frame-
work of the PHM. The themes emerging from the
two focus groups are discussed in relation to knowl-
edge and to the components of the PHM. To reiter-
ate, this model includes background factor items
such as age, race, ethnicity and gender, a
cognitive/psychological factor, a social support and

influence factor, and a programmatic/systemic fac-
tor. Results related to knowledge and to background
items, the cognitive/psychological factor, social sup-
port and influence factor, and programmatic/sys-
temic factor are presented in the following sections.
Given the voluminous amount of focus group data
obtained, only key findings are highlighted here.

Focus Group Results Related to
Knowledge of Prostate Cancer and
Prostate Cancer Screening

Some focus group participants' comments reflect
a lack of knowledge of prostate-specific antigen
(PSA) tests. Participants stated:

* "I don't know what it [PSA test] is."
* "The PSA is not a cancer that is in your blood."

In contrast, other participants' comments indicate
knowledge of prostate cancer risk factors. In
response to the question, "What do you think your

Figure 2. Preventive Health model

Factors Related to Preventive Intention and Behavior Preventive Intention Preventive Behavior

Background Items:

[Sociodemographic characteristics

[Medical history

[Past preventive behavior

Cognitive/Psychological Factors:

Knowledge of cancer and screening
Perceived susceptibility to disease
Worry about having the disease
Interest in knowing diagnostic status Intention to
Belief in disease prevention and curability o- engage in -4 Behavior
Belief in salience and coherence of behavior behavior
Belief in efficacy of detection and treatment
Belief in self-efficacy related to behavior
Concern about behavior-related discomfort

Social Support and Influence Factors:

E Support and influence of family members,
friends and healthcare professionals

Programmatic Factors:

Characteristics of healthcare delivery
systems
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risk is of getting prostate cancer, compared to other
men your age?", participants stated:

* "I think I have reduced risk because I haven't
smoked in 50 years, I eat fairly good."

* "Afro-American men, there is a greater
incidence of prostate cancer [in this population
compared to others]."

In addition, some participants stated correctly
that prostate cancer has a genetic component, in
response to the question, "Do you think that prostate
cancer runs in families?" Participants made the fol-
lowing statements:

* "I do think it [prostate cancer] runs in the family."
* "You don't have to get prostate cancer just

because someone else in the family got it."
* "All my people died of cancer. I had five

brothers and all of them died of cancer and my
daddy and I got cancer, and I do believe that it
runs in the family."

* "I would agree to that [fact that prostate cancer
runs in the family]."

Knowledge related to prostate cancer screening
guidelines was not assessed in the focus groups.

Focus Group Results Related to the
Background Factors of Race and
Gender

One background factor is the role of African-
American males' beliefs regarding health and
healthcare. Participants made the following com-
ments related to this factor in response to the ques-
tion, "What do you think are some of the reasons
some African-American men choose not to get
screened for prostate cancer?":

* "Traditionally, African-American men have not
gone to doctors. You know a lot of you have
worked while you are sick, and you won't go
until it is too late or you end up in the hospital;
by that time it is too late. Why don't you go in
for a check-up twice a year? You won't do it."

* "He's [African-American men are] too macho
[to see a doctor]. I had BlueCross all my life but
it was 10 or 15 years before I would go and see
a doctor, but I had the insurance there, but I
wouldn't go. And it's a lot of other people that
way, too ... You start feeling bad, that's when I
started going [to see a doctor]."

* "They're too much man to go to the doctor; [it
might] make them look puny."

* "You shouldn't look at it negatively; it's just a
fact of life [that African-American men do not

like going to see a doctor]."
* "I would also add that most men middle age and

younger black men are short [of] patience. How
many times have we all gone into the clinic and
the clinic was full and mostly what you saw in
the clinic were women and kids and the men
were there, they were out in the car waiting
because they brought them [the women and
children] up there [to the clinic]. You did not see
them sitting in there waiting to see the doctor."

As may be seen, the focus group members dis-
cussed the reluctance of many African-American
men to see healthcare providers.

Focus Group Results Related to the
Cognitive/Psychological Factors of
Fear of Cancer, Embarrassment/
Shame, and Belief in the Efficacy of
Cancer Early Detection as Motivation
for Prostate Cancer Screening

Fear of cancer and embarrassment/shame related
to having prostate cancer are cognitive/psychologi-
cal factors that were cited by the focus group partici-
pants. Participants made the following comments
related to their stated perceptions of cancer in
response to the questions, "What things come to
mind when you hear the word cancer?" and, "How
do you feel when these things come to mind?":

* "Most people I talk with seem to be afraid to
talk about cancer with you or me."

* "They don't want to talk about it."
* "I used to have that fear though; I have had that

fear."
* "I fear the cancer."
* "I think it is up to the ones that don't fear to

inform the ones that do fear. And I think that we
should get help from the professional people
like yourself to help us. You people have the
power to do it-we don't. We can tell you our
wishes, I would be glad to share my experience
anywhere."

Participants made the following comments relat-
ed to embarrassment/shame associated with a
prostate cancer diagnosis. These comments seem to
be related to worries about having cancer.

* "But most men ... think it is a shame to have
cancer and they look at you like it's got a scorn
on you or something ... But don't be afraid to
tell somebody that you got cancer and you went
to get a treatment and the doctor said you're
cured."
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* "Some people ... are embarrassed and afraid
like they don't want to talk about it (prostate
cancer), so that is part of it, too."

In terms of the cognitive/psychological factor of
the perceived benefits of the efficacy of prostate
cancer early detection via screening, study partici-
pants made the following comments in response to
the question, "What do you think are some of the
benefits of prostate cancer screening?":

* "It puts your mind at ease."
* "It gives you peace of mind, quality of life and

longer life."

Other participants made statements related to the
cognitive/psychological factor of belief in the effica-
cy of early detection as motivation for prostate can-
cer screening. These participants stated:

* "I have seen people who have waited too long
[to get screened for prostate cancer] and really
suffered."

* "In relationship to people not coming in or
being afraid to come in for a particular test
because of the fact that they might have cancer,
... they are well aware of the fact that the sooner
they come when they have cancer, the sooner it
is taken care of, the sooner they might get well."

* "I don't want to get to the symptoms; I want to
know before I get the symptoms."

Focus Group Results Related to the
Social Support and Influence Factor
of Intergenerational Transfer of
Health Information

In terms of the social support and influence fac-
tor, focus group participants noted the importance of
transferring health information intergenerationally.
It is important to note that these transfers were
described as taking place from older to younger per-
sons as well as from younger to older persons. Focus
group members made the following statements in
response to the question, "Which types of people or
organizations do you think have the greatest influ-
ence over the decision of black men to get screened
(or checked) for prostate cancer?":

* "... [medical personnel] got to have elder people
more educated [about prostate cancer screening]
and let them take care of the young ones [getting
screened for prostate cancer]."

* "Because they [intergenerational families] will
discuss it [cancer screening] at the dinner table."

* "If one ofmy daughters tells me, 'Dad, you are
looking kind of peaked, you need to go in and
get checked', you know, that would encourage
you much more than ifmy mother said, 'Have
you been checked lately?"'

Some of the comments made by focus group par-
ticipants regarding encouragement by others to
receive prostate cancer screening include the follow-
ing statements in response to the question, "Do you
think that using TV, radio, newspaper and magazine
ads to encourage black men to get screened (or
checked) for prostate cancer would be effective?":

* "We get warnings all over TV [regarding the need
for prostate cancer screening] ... and pretty soon
you don't pay it any attention. I think in order to
get some reaction you have got to be able to relate
to that person and their own frame of reference,
you know in order to get their attention, not just
some well-known person on TV."

* "Personally, I think it [the decision to receive
prostate cancer screening] is a personal discussion
and you have to talk to them one on one ..."

* "How about (raising) awareness through the
churches? ... That information would be important
.... [knowing whether] there is a greater possibility
ofyou getting prostate cancer because you are
black... .if you had a black man [saying this]."

As indicated, the social support and influence
factors cited included encouragement by church
members as well as personal, face-to-face approach-
es to facilitate decision-making related to prostate
cancer screening.

Focus Group Results Related to the
Programmatic/Systemic Factors of
Characteristics of Good Healthcare
Providers, Need for a Computerized
Prostate Cancer Screening
Reminder System and the
Importance of Health Insurance
Coverage in Obtaining Screening

Healthcare providers were cited by focus group
participants as playing a key role in the participants'
decisions to get screened for prostate cancer in
response to the question, "Do you think that testing
for cancer should be included as part of the physical
exam done by your doctor?". Some of the partici-
pants cited characteristics of a good healthcare
provider as giving his or her patients awareness
(knowledge), explaining procedures, and ensuring
that his or her patients are screened at appropriate
intervals. The participants stated that prostate cancer
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screening should be included in routine care. Partici-
pants' statements include: "Can you explain why,
when the person came in for a physical, that the peo-
ple that gave them that physical didn't include tests
for prostate cancer? Some of those things you can
discover just by giving them a test."

Some participants stated a desire for the program-
matic/systemic factor of computerized medical
records that would remind healthcare providers ofthe
need to screen their patients at appropriate intervals.

* "It seems like that system could be computerized,
with just your name and age."

* "Like dentists do that; they find out you have
good dental insurance and they make sure that
you get a notice [for a return visit]."

* "You should get a notice from your doctor
[regarding future prostate cancer screening visits]."

Health insurance coverage was another program-
matic/systemic factor cited by study participants. In
response to the question, "Would the cost of cancer
treatment, if cancer is found, keep you from getting
screened for prostate cancer?", participants noted the
importance of having health insurance. Comments
made by these participants include the following:

* "I saw something on TV about the insurance,
how much they pay and how much the cost of
the test is."

* "Somebody needs to take a look at thorough
patient care. I don't care how much money is
involved. Somebody is always talking about how
the HMO will only pay this amount. They
[health systems] need to stop playing with
people's lives because of money."

* "I think that there are a lot of black individuals
that don't come in for an exam period ... a lot
of them don't have health insurance."

* "We [black people] have not had the good
insurance [that facilitates cancer screening]."

* "We [black people] have a lot of homeless here in
the city that are not getting any type of healthcare."

* "A whole lot of these things [health issues] we
are suffering now come from our heritage ... it
comes from the way society has pushed us in a
corner. I don't call it equal [quality of healthcare
offered to blacks]. I am afraid of that word, it is
kind of what you have been forced to accept ...
why don't you have the money [to pay for
healthcare]? Because you were ostracized and
didn't have a chance to get it."

* "And what healthcare in previous years was
available to you?"

* "A lot of things [diseases] come from the lack
of money [to purchase quality healthcare]."

These comments imply that lack of insurance is a
barrier to screening. Another programmatic/systemic
factor cited by the study participants was the need to
work; four participants stated that working took
precedence over taking time off work to get screened
for prostate cancer. This indicates that clinic hours
were not open at convenient times for working men.

DISCUSSION
The purpose of this study was to use focus group

data to assess perceptions of prostate cancer and
prostate cancer screening among older African-
American men aged >55 years. The focus group
questions were based on the PHM. The PHM
includes background factors, cognitive/psychologi-
cal factors, social support and influence factors, and
programmatic/systemic factors, all of which have
been described in detail previously in this paper.

As was discovered, statements made by the 21
focus group participants reflected their understand-
ing of prostate cancer risk factors, including its
genetic component. Cognitive/psychological factors
of fear and embarrassment/shame related to prostate
cancer diagnosis were reported by the participants.
In a previous study, Shelton, Weinrich and
Reynolds40 found that embarrassment related to the
screening exams was cited by African-American
men as a barrier to obtaining prostate cancer sGreen-
ing. Other investigators have also found that embar-
rassment is related to prostate cancer screening.4'42
However, our findings show that it was the prostate
cancer diagnosis itself that was related to embarrass-
ment and shame. Perhaps this is because prostate
cancer is viewed as a health problem related to sexu-
al and urologic function.4'434

It is interesting to note that the study participants
described themselves as being influenced by a wide
array of sources, including children, regarding their
decision to get screened for prostate cancer. Other
investigators have highlighted the important role of
familial social support in influencing decision-mak-
ing related to prostate cancer screening among
African-American men.45 Testimonials from prostate
cancer survivors were also cited as a source that
would influence the decision to get screened for
prostate cancer.
A programmatic/systemic factor cited was the

need to prioritize working versus taking time off
work to get screened for cancer due to the limited
availability of clinic hours during nonworking
hours. This finding leads to the implication that if
cancer screening is not offered at their workplaces or
at times that do not conflict with their work sched-
ules, African-American men may make the decision
to work rather than to get screened for cancer. Incon-
venient clinic hours have been cited by other investi-
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gators as a factor influencing the decision of
African-American men to participate in prostate

41,42cancer screening.

Interpretation
Health decision-making refers to the process of

choosing among specific, health-related care
options.46 The findings of this study could be used to
promote informed and shared decision-making
regarding prostate cancer screening by patients and
their providers. As Ford et al.47 point out, increasing-
ly, patients expect to be given clear details about
their health conditions and their healthcare options.
Shared decision-making is an approach that includes
four basic elements:

1. Both the patient and the doctor are involved in
the decision-making,

2. Information is shared by both,
3. Both the patient and doctor take steps to build a

consensus regarding the preferred mode of
healthcare,

4. Both agree on the type of healthcare that will be
conducted. 16

Thus, in a shared decision-making model, infor-
mation is exchanged between patients and physi-
cians, who discuss their preferences for specific
types of healthcare.47-49 A barrier to shared decision-
making is the amount of medical information under-
stood by patients.17'49'50 Therefore, informed decision-
making is an essential component of shared
decision-making. In order to give patients the infor-
mation they need to make informed decisions about
prostate cancer screening, healthcare providers need
to address patients' perceptions of screening.

During the shared health decision-making
process, healthcare providers could assess patients'
perceptions of prostate cancer screening based on
cognitive/psychological factors, social support and
influence factors, and programmatic/systemic fac-
tors by asking a few questions related to these fac-
tors. Physicians could then give patients information
to address each of these factors. This information
could be drawn from existing published resources
developed by the Centers for Disease Control and
Prevention, the American Cancer Society, the
National Cancer Institute, and/or Krames Communi-
cations. At the same time, providers could share
information with patients related to their personal
risk based on their age, race and family history of
developing prostate cancer.651-57 Giving patients the
information they need will allow them to become
informed partners with their physicians in the shared
decision-making process related to prostate cancer
screening. Physicians could also involve patients'

families, including their children, in the decision-
making process. In addition, clinic hours could be
scheduled at times that are convenient for working
men. More work also needs to be done to assist
African-American men in obtaining health insur-
ance to cover the costs of their prostate cancer
screening, follow-up tests and treatment.

Limitations
The responses provided by the focus group par-

ticipants may not be unique to African-American
men. That is, a group of Caucasian or Latino men
might have provided similar responses. However,
data from the HFHS show that approximately 27%
of patients are African-American. At the Detroit
campus of HFHS, where the majority of HFHS
research activities occur, about 70% of patients are
African-American. These percentages roughly par-
allel the percentages ofAfrican Americans in south-
eastern Michigan and Detroit, respectively. Thus, the
patient population of HFHS, from which the study
participants were randomly selected, is representa-
tive of the population characteristics of southeastern
Michigan. Therefore, although this study presents
data from only 21 African-American men aged 255
years, the responses of the focus group participants
are likely representative of those of other African-
American men of this age group in southeastern
Michigan. Investigators of future studies could con-
duct surveys with similar populations to ascertain
whether similar results are obtained.
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